Press coverage of this meeting exceeded, I believe, that ever given to any RSM meeting but the headlines quoted at the beginning of this article typified much of the coverage which was a little simplistic. Perhaps this is reasonable for the subject is complex. It is certainly helpful to have the kind of publicity which might enable the community at large to develop a view of these proposals.
I would conclude hoping to see the present suggestions refined and the subject further explored so that there are both improvements in the care of the victims of medical 'accidents' and increased efforts at preventing these very unfortunate iatrogenic events.
Ronald D Mann

Medical Services Secretary Royal Society of Medicine
Certification and re-certification -a time and a place for action The recent White Paper 'Promoting Better Health'! proposes an educational allowance for general practitioners. This is presumably to encourage continuing medical education and states that doctors will qualify for a new allowance by maintaining a regular programme of education and training throughout their careers. In return for attending a requisite number of educational sessions or lectures, general practitioners would receive an additional sum of money.
While it is agreed that the profession should be regularly and properly stimulated to remain clinically competent and compassionate ofcare, surely it should consider a better carrot than money. It is some years since we rejected the seniority award being linked to attendance.
What better incentive can there be than to accept the need for evaluation at regular intervals for its own sake? If general practitioners can agree the notion that they will be required to demonstrate high standards of ability and have these tested at, say, six yearly intervals, then there is little doubt that they would ensure themselves that their own continuing medical education is effective and thorough.
General practitioners in the United States accept re-certification at six yearly intervals. This form of peer review has ensured that all family physicians accept the need for continuing education, and boards such as The American Board of Family Practice conduct mandatory re-certification examinations. Other boards in the United States accept this need and indeed other specialists are following the lead of the general practitioners in this developing programme. Many State administrations began to recognize the need to ensure high standards of clinical competence amongst their family physicians and rather than accept State control, the doctors opted for professional self regulation by peer review.
On a recent visit to the United States to study the American system of certification-and recertification", I had discussions with young family physicians who all insisted it was essential that all doctors maintained their continuing education and continued to demonstrate their competence as long as they wished to practise, regardless of age, and without any financial 'carrot'.
What happens to those doctors who fail to satisfy the review boards? They are free to continue to practise but most patients expect to see an up to date certificate framed in the doctor's office. Most insurance companies and health care organizations that cover the cost of over 90% of health care will only employ certificated physicians; hospitals will only renew visiting rights to those who remain certificated. Needless to say, most family physicians continue to re-certify on this basis.
Logically, one can only be re-certificated if one is certificated in the first instance, and in the UK we would need to examine mechanisms for certification on completion of vocational training for general practice. At present, to become a Principal in the National Health Service requires a Certificate of Experience from The Joint Committee on Postgraduate Training for General Practice. This certificate would in future need to indicate competence and performance and could be adapted to meet the purpose.
In the United States, all those completing Family Practice Residencies are required to pass the Board examination. This summative assessment of trainees may not be required in this country if the process of formative assessemenr' during general practice training is adequate, meaningful and comprehensive.
The recent White Paper 'Promoting Better Health' rekindles serious discussion regarding the quality of practice care, and the competence of family practitioners. This White Paper has been published at the very time that the profession itself is looking seriously at its own professional development. Performance review, audit5.6 of care and clinical competence are being discussed at central, regional and local levels. All these matters are Who is to ensure the high standards and expectations to which the public, our patients, is entitled? I would hope the profession itself will be seen to set its own house in order -namely professional self regulation'. Certainly, if doctors are posed this question, the answer is unanimous -we cannot accept governmental imposition of standards and control.
The time has come for professional debate to determine the best way forward. It should reconsider whether attendance at postgraduate medical centre lectures in themselves are sufficiently educational. We are all aware that good attendance at continuing medical education sessions is more often ensured by the provision of a good lunch! Surely good general practice is better learned in a general practice setting and it is in this setting that the public will see it in action.
If such a notion is accepted, and I believe it must be eventually, then the profession can work out the nature and content of re-certification evaluations. General practitioners can be assessed in many ways. The fact that they are all now vocationally trained sets the scene. It follows that on entering practice as Principals they will continue to strive to attain the standards which have continually to be demonstrated in their training practices -this evidence is already with us.
Attendance at regular continuing medical education sessions, serious reading, sabbaticals, audit of care, examination of case management (which figures prominently in the United States systems), 'What Sort of Doctor?" exercises, practice management, availability, practice assessment" visits, peer groups and -dare I mention -multiple choice question papers, may all be possible mechanisms to be examined as facets of a re-certification process. These activities will take place in the practice setting by When the postgraduate trainees first come to the A & E department they have a more or less well established theoretical foundation and not a great deal of practical experience in medicine and surgery. Some may have developed an attitude which emphasizes the medium as an intellectual exercise. The cardinal feature of this attitude is an orientation attendance at small peer groups and at postgraduate medical centres. Much of this educational activity would take place and be organized in the regions or the districts in which doctors practise.
Specialist training and accident & emergency
Hopefully, the profession as a whole will critically examine these areas, debate, discuss and consider the opportunities, as it takes the bit between its teeth and decides that it alone will be responsible for its own regulation. Public confidence will then confirm that general practitioners in this country still lead the world in the provision of the highest standards of care for their patients. towards diagnosis which overlooks the fact that diagnosis is only a prerequisite to patient treatment and management, i.e. total patient care. The role of A & E departments is to transform inexperienced doctors into experienced physicians, and to reorientate their attitude and refocus their priorities. When these endeavours are successfully completed it amounts to more than training; it becomes education. In other words, training involves diagnosis, treatment, resuscitation and practical skills. Education arises from the decision making, communication and documentation, medico-legal aspects, teamwork and leadership, accountability and cost awareness and evaluation. Thus, making a diagnosis does not stand any longer by itself, it demands an immediate decision as to what action to take with the patient. Once a decision has been made it must be communicated to the patient or relative and to the Sister-in-Charge and to the general practitioner. In case of discharge further communication is necessary with the community services. In case of admission or interhospital transfer the admitting officers of the receiving hospitals must be informed also. All
